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In recent years federal and state initiatives
have dramatically increased support for treat-
ment of substance abuse problems within the
correctional system. This reflects two related
developments, the increasing proportion of
prison populations serving time for drug spe-
cific and drug-related crimes, and the accu-
mulating evidence supporting the effective-
ness of prison-based treatment, particularly
modified therapeutic communities (TCs), in

" reducing drug-related crime (Field, 1989;

Inciardi, et al., 1997; Knight, et al., 1997; Pren-
dergast et al.,, 1996, Wexler, et al., 1992, 1999).

The federal response to these develop-
ments has been to provide funding for
expanding capacity for residential substance
abuse treatment for state prisoners. Parallel
support for treatment in corrections has been
evident in many state initiatives. Notwith-
standing these important initiatives, the rapid
expansion of correctional-based TC treat-
ment has underscored problems critical to
policy and practice. These center on the gen-
eral theme of the fidelity of treatment and
its relation to treatment effectiveness. Vari-
ability in treatment programs, particularly
with respect to the fidelity of the TC
approach, clouds conclusions concerning
the effectiveness of TC treatment in cor-
rectional settings.

Under the vision and leadership of the
Commissioner of the New Jersey Depart-

ment of Corrections (NJDOC), we devel-
oped and conducted a pilot project demon-
strating the feasibility of a Statewide Inte-
grated Quality Assurance Model (SIQAM)
for correctional-based TC programs. The
model is designed to improve and maintain
high quality TC treatment. The goal is to
enhance public safety by increasing securi-
ty in the institution and decreasing the like-
lihood of relapse and recidivism after release.

Overview of TC Approach

Traditional, long-term residential TCs are
similar in planned duration of stay (nine to
24 months), structure, staffing pattern, per-
spective, and rehabilitative regime, although
they differ in size (30 to several hundred
beds) and client demography. Staff consists
of TC-trained clinicians and other human
service professionals. Primary clinical staff
are often former substance abusers who
themselves were rehabilitated in TC pro-
grams. Other staff include professionals who
provide medical, mental health, vocational,
educational, family counseling, fiscal, admin-
istrative, and legal services.

TCs accommodate a broad spectrum of
drug abusers. Although they originally attract-
ed narcotic addicts, a majority of their client
populations are non-opioid abusers. Thus,
this modality has responded to the changing
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in prisons and poses challenges faced by
emerging national prison TC standards in
distinguishing TCs from other prison-based
programs.
National Survey Findings

During July 2000, ASCA conducted a
survey to inyentory and obtain basic infor-
mation about prison TCs in North Ameri-
ca. Completed surveys were received from
all 50 states, the Federal Bureau of Prisons
(BOP), New| York City, the City of Philadel-
phia, Puerto Rico, and Canada. Preliminary
results are presented below, along with a
discussion of implementation and process
issues.

Extent of TC Programming. As illus-
trated in Table 1, the survey identified 252
prison TC programs in 40 states and three
non-state jurisdictions (Canada, New York
City, and Philadelphia). Four additional
states indicated they plan to implement TCs
by the end of 2002; the resultant total of 44
states anticipate adding 38 more TCs, bring-
ing the totalj’to 289 by the end of year 2002.
Only Arizm%a, Montana, North Dakota, and

the BOP reported having neither TCs nor
plans to develop TCs in the next year. Four
states (California, 37; New York, 25; Texas;

The substantial expansion
of prison TCs across the
‘nation resulted in a rapid
depletion of experienced
TC practitioners.

25 Florida, 15) account for over one-third
(37%) of the existing TCs.

As illustrated in Figure 1, the greatest
period of new program start-ups has been
during the past four years; 41.8% of exist-
ing programs opened since 1997, with a
peak of 51 programs starting in 1999. Newer
programs tend to be relatively smaller than
those already in operation. For example, the
planned, new programs are 38% smaller on
average compared to existing programs (i.e.,
mean capacity of 95 versus 154).

Inmates Served. Individual institutions
report their TC programs ranging in capac-
ity from 15 to 1,000 participants, with a mean
of 154 (median=100). Three-fourths (73.9%)
of the TC programs serve only men, 22.5%
serve only women, and 3.6% report serving
both. About half (48.4%) of the programs
had an inmate capacity below 100; 20% were

over 200. The total reported inmate capac-
ity of existing prison TC programs in the
United States is 40,362 (four facilities not
reporting). With planned expansion, this fig-
ure is projected to exceed 44,000 by the end
of 2002. Actual one-day census reports sug-
gested an average TC bed utilization of
95.2% (41 facilities not reporting). Program
census figures ranged from 13 to 1,000 with
a mean of 142 (median=85). During 1999,
it was reported that 31,493 inmates suc-
cessfully completed TC programs.

All programs specified substance abuse
as a primary participant characteristic. All
custody levels are represented. Six programs
are exclusively for youthful offenders, five
for sex offenders, and four for those with
co-occurring psychiatric disorders. Other
special population programs include those
specifically designed for pre-release, chron-
ic relapsers, parole violators, chronic DUI
offenders, batterers, and violent and aggres-
sive inmates.

Staffing. A majority (58.7%) of TC pro-
grams are operated by private providers
under contract, with the remainder run by
public employees of either the state cor-
rectional agency or the Single State Agen-
cy (SSA) for alcohol and drug abuse ser-
vices. The existing programs (19 facilities

See UPDATE, next page
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not reporting) employ 2,701 staff, with an
average (mean) per program of 11.5 (medi-
an=7). The mean number of participants per
staff member is 15.4

TC, or Not TC?

Some Confusion About What a TC Is.
While state officials were asked in the sur-
vey to respond only about prison programs
that they identified as TCs, the responses
raise questionF—and will likely rekindle
debate-—about what constitutes a “real” TC
versus a reside?tial program with some TC-
like components. Certainly, many of the
programs reflected in the results of the sur-
vey only vaguely resemble what is under-
stood by TC experts to constitute a “real”
TC. In fact, many programs operate with a
traditional medical model approach, utiliz-
ing combinati?ns of the 12-step programs
and various curriculum-driven, cognitive-
behavioral, psycho-educational training and
other therapieﬁ. ‘While many of these pro-
grams borrow some of the identifiable struc-
tures of TCs (elg., morning meeting, struc-
ture board, written philosophy), they often
lack those core processes that are at the
essence of what De Leon (1997) describes
as the “community as method” approach of
the traditional, including what are known
as “modified,’] TC programs. It was that
approach, along with practical experience
and De Leon’s|theoretical framework, that
shaped the author’s original draft of prison
TC standards that were initially field test-
ed in the Ohio |prison system in 1993, and
formed the basis for the first version of the
Therapeutic Communities of America
(TCA) draft standards.

Standards Development. The current
initiative to develop national prison TC stan-

dards—now a
and the Americ
(ACA)—is, in
essential eleme

joint project between TCA
an Correctional Association
part, an attempt to identify
nts of TCs (necessarily mod-

ified for prison settings) toward offering

accreditation
TCA/ACA acc

for these programs. The
reditation process must reli-

ably distinguish between nominal TCs and
“real” TCs. Unless the TCA/ACA initiative
requires compliance with a small number
of essential standards that truly reflect the
“heart and soul” of the TC, it is unlikely
that the accreditation process will accom-
plish this distinction. In an effort to identi-
fy essential, defining TC standards, and to
propose modifications to the TCA/ACA
accreditation process in development, CJI
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has identified 10 critical standards (nine of
which are directly excerpted from the TCA
draft), and developed observable indicators
for each of them for consideration of the

" authors of the accreditation standards (see

Table 2, next page).

Field Review Observations. CJI has
conducted formal and informal reviews of
prison TC programs in six states using the
TCA-developed draft standards along with
CII’s critical standards instrument. In three
of those states, all existing TC programs
across the state were reviewed. In general,
a clear concern was raised about the prob-
ability that several programs, purported by
state officials and program operators to be
TCs, would likely pass the national prison
TC standards (assuming a minimum com-
pliance rate in the range of 80%-85%) with-
out meeting the core standards that distin-
guish TCs from other types of residential
programming. In some cases, program oper-
ators could argue convincingly that they
complied with several standards, and might
potentially “pass” others depending upon
the background and philosophy of the indi-
vidual reviewer(s). Unless the accreditation
process requires compliance with those stan-
dards that most clearly differentiate TC pro-
grams from others, programs with little
resemblance to the traditional TC “com-
munity as method” approach might be able
to achieve accreditation as TC programs.

Critical TC Factors

Several process factors, set out below,
must be considered when determining
whether prison TC programs meet the def-
inition and intent of “real” TC programs.

Staffing. The substantial expansion of
prison TCs across the nation resulted in a
rapid depletion of experienced TC practi-
tioners, particularly those who have partic-
ipated in a TC themselves, available to man-
age and staff the new prison TCs. While it
is desirable, as noted in the national stan-
dards, to have a reasonable mixture of “pro-
fessionally trained” clinicians and “T'C nat-
uralists” (i.e., those who have graduated
from TC programs), low supply and high
demand have prevented this in several states.
There are not enough ex-addict, ex-offend-
er staff (e.g., TC graduates) to meet the
national demand. Compounding this are
policies in several states that prohibit ex-
offenders from working in prisons in any
capacity. Additionally, in an effort to ensure
staff competency, many states require TC
staff to have college degrees and/or chem-
ical dependency counselor certification or
licensing. While this has the effect of
improving the professionalism of treatment
planning and other functions, it does not
necessarily enhance TC processes and fur-
ther reduces the pool of eligible TC natu-
ralists. In fact, in the author’s experience,

See UPDATE, next page
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greater reliai
professional
rience results

nce on academic degrees and
certification than on TC expe-
in lessened potency of the core

clinical TC processes.

Quality Assurance. In an effort to ensure
high quality of services and cost-effective-
ness (particularly where TC program services
are contracted for with private providers) sev-
eral states require that prison TCs be licensed

as substance abuse treatment programs by a
state agency. As with the paradoxical impact
of counselor credential requirements, this has
been observed in several cases, unfortunate-

See UPDATE, next page
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ly, to lead to decreased quality and potency
of the TC process. It is hoped that the great-

ly anticipated1
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Programming. A similar sit-
observed in states where stan-
programming is deemed an
and thus required in provider
am standardization has been
ult in over-reliance on formal
livery and an over-reliance on
ussion groups, as opposed to
> and less predictable group
sroach. The latter, of course,
y trained staff who are intu-
dgeable about such attributes
dependent offenders as self-
manipulative behavior—espe-

cially among those with antisocial personal-

ity disorder. S
greater emp!
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yet change littl
TCs instead e
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is on process over outcomes—
ts can complete a curriculum
ten and oral assignments and
e of their behavior. Traditional
mphasize personal growth as
rs and staff through behavioral

and attitudinal change demonstrated within
intensive interpersonal relationships and inter-

active social |
Monitori
served that,

earning practices.
g Oversight. It has been ob-
hen state agencies attempt to

develop monitoring instruments to measure
basic performance of prison TCs they tend

to emphasize

‘low bar” standards (e.g., beds

made, shirts tucked in, completion of writ-
ten assignments). This can result in mini-
mal compliance with the “low bar,” while
the programs miss the more critical achieve-
ment of effective clinical depth.
Treatment Model. While there are many
similarities between the medical model and

TC approaches, the few differences are mon-
umental in creating the community treat-
ment effect (see Table 3). It is important for
programs to examine and carefully integrate
these approaches and to help staff resolve
their philosophical differences. In some
cases, TC methods create both ethical and
personal conflicts for traditionally trained
chemical dependency counselors.

Conclusion

The TC benefits that are realized by inmates
and their families, by society (the reduction
of direct and indirect costs to the public), and
by correctional agencies (improvement in
institutional management) will continue to
provide an impetus for the further growth and
proliferation of prison TC programs both
nationally and internationally. At the same
time, it is incumbent upon state agencies to
recognize the challenges presented during this
rapid period of expansion. For example, the
importance of dedicated residential TC after-
care programming for released inmates has
been well established through evaluative
research (Martin et al., 1999). It is equally
important that TC-specific staff competen-
cies be developed and enhanced through qual-
ified, ongoing staff training activities, and that
the inclusion on staff of ex-offender/ ex-addict
TC naturalists be supported.

National standards hold great promise in
assisting prison TC programs. However, stan-
dards-writers face the challenge of distin-
guishing TCs from other residential treat-
ment approaches and therefore supporting
the clinical depth necessary to achieve the
effectiveness of the first-generation, model
prison TCs. The potential danger is that, with-
out continued support and enhancement, these
programs may lose their effectiveness and
the result will be the incorrect proclamation
that “TCs don’t work.” Finally, especially in
those states with few experienced TC prac-
titioners, it is important to engage the assis-
tance of national experts in the design, imple-
mentation planning, and development of TC
programs in order to ensure their efficacy and
longevity. This is an exciting time, as the field
of corrections is experiencing an opportuni-
ty to significantly reduce recidivism by effec-
tively addressing the problem of substance
abuse among offenders.
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